Attachment-based compassion therapy (ABCT) is a new protocol of compassion based on attachment theory. The aim of this study was to assess the efficacy of this protocol for improving self-compassion in a healthy population and determine whether improvements in self-compassion mediate changes towards a more secure attachment style. The study consisted of a nonrandomized controlled trial with an intervention group (ABCT) and a waiting list control group. In addition to pre-and postintervention assessments, a 6-month follow-up assessment was included. Participants were healthy adults attending ABCT courses who self-rated as not having any psychological disorders and self-reported as not receiving any form of psychiatric treatment. Compared to the control condition, ABCT was significantly more effective for improving self-compassion as evidenced by changes on all subscales on the Self-Compassion Scale (SCS), except isolation. Effect sizes were in the moderate to large range and correlated with the number of sessions received. ABCT also led to improvements across all subscales of the Five Facets of Mindfulness Questionnaire (FFMQ), except describing. ABCT decreased psychological disturbance assessed using the General Health Questionnaire (GHQ-28) and decreased experiential avoidance assessed using the Acceptance and Action Questionnaire (AAQ-II). Furthermore, ABCT led to significant reductions in levels of anxiety and avoidance. Secure attachment style significantly increased in the ABCT group and was mediated by changes in self-compassion. In summary, ABCT may be an effective intervention for improving self-compassion and attachment style in healthy adults in the general populations.
Introduction
Compassion has been defined as a multicomponent construct that includes (1) an awareness of suffering (cognitive/attentional component), (2) a sympathetic concern related to being emotionally moved by suffering (affective component), (3) a wish to see the relief of that suffering (intentional component) and (4) a responsiveness or readiness to help relieve that suffering (motivational component) (Jinpa 2010) . Compassion has been a focus of research in recent years and is associated with positive emotions (Fredrickson et al. 2008) as well as improved response to psychosocial stress (Pace et al. 2009 ). Furthermore, randomized control trials (RCTs) indicate that compassion-based interventions are effective treatments for (among other conditions) psychosis, binge-eating disorder, depression, anxiety and diabetes . These findings are supported by systematic reviews and meta-analyses, indicating that compassion has an important role to play in the treatment of depression and anxiety (Galante et al. 2014; Leaviss and Uttley 2015; Macbeth and Gumley 2012; Shonin et al. 2015) .
The following four intervention protocols are principally based on compassion: (i) Cognitively based Compassion Training (CBCT; Pace et al. 2009 ) that has been shown to reduce levels of immune and behavioral stress-induced biomarkers (e.g. blood plasma levels of interleucine-6); (ii) Compassion Cultivating Training (CCT; Jazaieri et al. 2015) that has been shown to improve levels of compassion, mindfulness, positive affect and mental wandering (Jazaieri et al. 2013; Jazaieri et al. 2014; Jazaieri et al. 2015) ; (iii) Compassion Focused Therapy (CFT; Gilbert 2014) that has applications for treating psychiatric disorders where there are elements of self-criticism, shame and/or rumination (Leaviss and Uttley 2015) ; and (iv) Mindful Self-Compassion (MSC; Neff 2012) that has been shown to improve levels of selfcompassion, mindfulness and subjective well-being (Neff and Germer 2013) .
These protocols on compassion are tailored to fit with the health systems and cultural nuances of English-speaking countries. Furthermore, Gilbert's CFT is arguably the only approach that can be truly be deemed to be a clinical intervention. Consequently, a new protocol of compassion, called attachment-based compassion therapy (ABCT; GarciaCampayo and Demarzo 2015; García-Campayo et al., 2016a, b) , was developed to adapt better to the cultural and health system requirements of Latin countries García-Campayo et al. 2017) . ABCT is different from previous approaches because it is based on attachment theory and thus includes practices to raise awareness and/or address maladaptive aspects of attachment styles developed with parents.
ABCT consists of eight sessions, each of which is 2.5 h in duration and, in addition to mindfulness techniques, it includes compassion practices such as receiving and giving compassion to onself, friends, unknown people, and people deemed to be problematic. The protocol is intended not only for improving psychological well-being in healthy individuals but also for treating psychiatric disorders, such as depression and fibromyalgia, for which it has demonstrable efficacy (Montero-Marin et al. 2018) . ABCT also includes practices to help the participant identify their own attachment style and understand how it influences their current interpersonal relationships. According to attachment theory, the type of relationships established in adulthood closely follows the relationship model developed with parents during childhood (Fearon and Roisman 2017) . ABCT seeks to raise awareness of the attachment style developed with parental figures and, where appropriate, to address maladaptive aspects of this fundamental attachment relationship. In essence, this process is taught as a form of both compassion and self-compassion in order to improve present-day interpersonal relationships and well-being more generally. This is in line with findings demonstrating that there are a range of health benefits associated with compassion and selfcompassion practices .
Cross-sectional studies show that individuals with secure attachment as a trait report higher mindfulness levels than those with insecure attachment (Goodall et al. 2012) . The most definitive study on the relationship between attachment and mindfulness (Pepping et al. 2014 ) demonstrated that mindfulness and secure attachment are more strongly related in meditators compared to non-meditators. Based on these findings, it is reasonable to assume that the use of mindfulness and compassion practices will facilitate the development of a secure attachment style.
The aim of the present study was to assess the efficacy of ABCT for improving levels of self-compassion and attachment style in a healthy adult population. It is hypothesized that compared to a waiting list control group (CG), participants in the ABCT group will demonstrate increased levels of mindfulness, self-compassion, and psychological wellbeing and thus modify their attachment style. It is also hypothesized that self-compassion may exert a mediating role in modifying attachment towards a more secure style.
Method
Participants ABCT participants were healthy male and female adults attending ABCT courses linked to the Master of Mindfulness programme at the University of Zaragoza (Spain). The control group was recruited from acquaintances and relatives of the participants in the intervention group. The inclusion criteria for both the intervention and control groups were as follows: (a) self-rating as not having a psychological disorder and not receiving any psychiatric treatment, (b) can speak and write using the Spanish language, (c) aged between 18 and 65 years and (d) provided informed consent. Exclusion criteria were as follows: (a) self-rating as having a mental disorder or currently receiving pharmacological treatment for a psychological disorder, (b) < 18 years of age or > 65 years of age and (c) unavailiable to receive ABCT or refusing/failing to sign the informed consent form.
Based on a meta-analysis, the average effect size observed in healthy populations after receiving compassion or lovingkindness training is d = 0.6 (Galante et al. 2014) . Consequently, in the current study, the sample size was estimated based on a moderate standardized difference between groups of d = 0.6 (i.e. focussing on the main outcome of selfcompassion). Assuming a common standard deviation, a 5% significance level and a statistical power of 80%, approximately 45 participants were required for each group (i.e. 90 participants in total) in order to detect this difference. Attrition rates were not considered because participants had to pay for the intervention, and it was thus presumed they were highly motivated (Fiorini 2006) .
The flow of participants through the study is presented in Fig. 1 . Of the 57 individuals that requested to receive the ABCT training, nine (15.8%) were taking psychiatric pharmacological medication, one was older than 65 years (1.8%) and two (3.5%) were unwilling to sign the informed consent form. Accordingly, 45 individuals (78.9%) met the study criteria and were invited to participate. Of the 51 control group participants that expressed an interest in joining the study, three were taking psychiatric pharmacological medication (5.9%), and three (5.9%) did not sign the informed consent form. At post-treatment, one member of each group had withdrawn, and at 6-month follow-up, one participant from the intervention group and two from the control group had withdrawn. Thus, the final sample evaluated at 6-month follow-up comprised 43 participants from the intervention group and 42 from the control group (dropout = 5.6%). 
Procedure
The present study employed a non-randomized controlled trial design with an intervention group (ABCT) and a waiting-list control group. Pre-post tests were administered and a 6-month follow-up assessment was conducted.
Since 2014, the Master of Mindfulness programme at the University of Zaragoza has offered courses on compassion every 2 months. The courses are advertised on the internet. For the general population, courses are described as contributing to increased psychological well-being but not for treating a pathology. Although the current study did not employ a formal clinician interview to screen out participants with mental disorders, prior to completing the survey, all participants were asked two questions by the interviewer; one related to whether they had a current mental disorder and the other to whether they were taking any psychiatric medication. To assess the protocol under similar terms to those applied during normal conditions, participants had to pay 170 € to cover the cost of the course and accompanying manual (Garcia Campayo and Demarzo 2015) . Control group participants were recruited from family members or acquaintances of the intervention group participants. The reason for this was to maximize homogeneity between the two groups given that relatives came from the same living environment. All participants provided informed consent, and the study was approved by the Ethical Review Board of Aragon. Participants were considered to have fulfilled the requirements of the course upon attending a minimum of six of the eight weekly sessions (75%).
Intervention
The intervention group attended ABCT training, which consisted of eight 2-h sessions (one session per week) that included specific mindfulness practices and self-compassion visualizations, and involved helping participants understand the attachment style that was generated in childhood. The programme included daily homework assignments that took 15 to 20 min to complete. The therapist facilitating this group (MNG) was a psychologist specifically trained to conduct ABCT teacher training. The outline of the content of the eight sessions is as follows:
Session 1: Theoretical foundations of compassion. Brain evolution, happiness and suffering. Concept of compassion and elimination of mistaken beliefs. Session 2: Deepening self-esteem and compassion. Mindfulness and compassion. Differences in self-esteem and how to manage and cope with the fear of compassion. Session 3. Developing my compassionate world. Mechanisms by which compassion is activated. Importance of replacing self-criticism with selfcompassion. Weekly sessions start with a short compassion meditation practice. Basic theoretical concepts are subsequently introduced and combined with practices intended to foster compassion and raise awareness of attachment style. For example, session 1 includes the following: (a) theory covering how the brain works, pain and suffering and what is and is not compassion and (b) meditation practices involving breathing and compassionate body scan, compassionate awareness of intrapsychic difficulties and arduous circumstances and appreciating positive events of the day. All weekly practices are available for participants to practice at home (i.e. between weekly sessions).
Twenty-five percent of the ABCT intervention sessions were randomly audio-recorded, and another researcher (JGC) monitored the recorded sessions using a checklist to confirm that the therapist did not deviate from the manualized protocol (García-Campayo and Demarzo 2015).
Measures
Participants completed a socio-demographic and clinical survey based on a paper-and-pencil battery of questionnaires. Assessment measures were administered pre-intervention, post-intervention and 6 months after completing the course. The following socio-demographic information was collected: gender, age, relationship status (i.e. in a stable relationship, not in a stable relationship), education level (i.e. primary, secondary, university) and employment status (i.e. unemployed, employed, sick leave/disability, retired).
Self-Compassion Scale (Neff 2003)
The Self-Compassion Scale (SCS) is a 26-item measure rated on a 5-point Likert scale, ranging from 1 (almost never) to 5 (almost always). The SCS measures the following six facets of compassionate and uncompassionate behaviours towards self (omega values of composite reliability in the present study sample are in brackets): self-kindness (ω = 0.83), self-judgement (ω = 0.81), common humanity (ω = 0.69), isolation (ω = 0.89), mindfulness (ω = 0.76) and over-identification (ω = 0.79). The SCS can be used as a single measure of self-compassion by summing the six facets after reversing negative facets. It has demonstrated strong convergent and discriminant validity, good test-retest reliability and internal consistency (Neff 2003; Neff et al. 2007 ). We used the Spanish-validated version of this scale (Garcia-Campayo et al. 2014) .
Five Facets of Mindfulness Questionnaire (Baer et al. 2006; Cebolla et al. 2012 ) The mindfulness trait was evaluated using the Five Facets of Mindfulness Questionnaire (FFMQ) which consists of 39 items rated on a Likert scale, ranging from 1 (never or very rarely true) to 5 (very often or always true). These items measure a personal disposition towards being mindful in daily life by focusing on five facets of mindfulness. These include (omega values of reliability in the study sample are in brackets) observing (ω = 0.77), which is the capacity to pay attention to internal and external experiences such as sensations, thoughts, and emotions; describing (ω = 0.93), which is the ability to describe events and personal responses using words; acting with awareness (ω = 0.86), which is the ability to focus on the activity being carried out as opposed to behaving automatically; non-judging of inner experience (ω = 0.90), which is the ability to take a non-evaluative stance towards thoughts and feelings; and non-reactivity to inner experience (ω = 0.78), which is the ability to allow thoughts and feelings to come and go without getting caught up in, or carried away by, them (Baer et al. 2008 ).
Acceptance and Action Questionnaire (Bond et al. 2011 ) This assessment tool measures experiential avoidance which it contexualizes as the unwillingness to experience unwanted emotions, thoughts and/or distressing psychological events. The dominance of private experiences over chosen values and contingencies in guiding a behaviour or action is the core of the Acceptance and Commitment Therapy (ACT) model of psychopathology (Hayes et al. 1999) . The Acceptance and Action Questionnaire (AAQ-II) consists of seven items, and the responses are recorded on a 7-point Likert scale from 1 (never) to 7 (always). Higher scores indicate greater experiential avoidance (EA). The Spanish version of the AAQ-II, which has been found to be a reliable and valid measure of EA, was employed in the current study (Ruiz et al. 2013) . Composite reliability in the present study sample was ω = 0.94.
General Health Questionnaire (Bridges and Goldberg 1986 ) This is a 28-item self-report Likert-scale tool that assesses psychosocial distress in the general population. It has four subscales, namely, (i) somatic symptoms, (ii) anxiety/insomnia, (iii) social dysfunction and (iv) severe depression. The General Health Questionnaire (GHQ-28) can be used as a single measure of psychosocial distress (omega value of composite reliability in the present study sample was ω = 0.72). The Spanish-validated version of the questionnaire was used in the current study (Lobo et al. 1988 ).
Relationship Questionnaire (Bartholomew and Horowitz 1991) The Relationship Questionnaire (RQ) uses a 7-point Likert-scale that assesses and matches participants with one of four attachment styles: (i) secure, (ii) pre-occupied, (iii) dismissive and (iv) fearful. A mathematical calculation permits a categorical assessment of attachment style (i.e. secure or insecure) (Griffin and Bartholomew 1994a) , and qualitative self-descriptor criteria can be used for confirmatory purposes. Studies have demonstrated that the reliability of the selfdescriptor criteria is high (Leak and Parsons 2001; YarnozYaben and Comino 2011) . The RQ also offers the possibility of measuring two key dimensions underlying attachment in adults (Griffin and Bartholomew 1994a )-namely, anxiety, which relates more to the self, and avoidance, which relates more to others (Griffin and Bartholomew 1994b) . The anxiety dimension is calculated using the sum of the four attachment style ratings. High scores in this dimension reflect high anxiety towards social relationships (i.e. pre-occupied and fearful), whereas low scores reflect low anxiety towards relationships (i.e. secure and dismissive). Avoidance scores are obtained by summing the scores for high dismissive and fearful attachment styles and ignoring those for secure and pre-occupied attachment styles). In the current study, the Spanish-validated version of the questionnaire was used as it shows adequate psychometric properties (Alonso-Arbiol 2000).
Data Analyses
Descriptive data (i.e. means and standard deviations for continuous variables and frequencies and percentages for categorical variables) were compared to assess the balance of sociodemographic and psychological variables between groups at baseline. The primary between-group analysis to assess intervention effects was performed on an intention-to-treat basis (White et al. 2011 ) using the six SCS subscales as continuous variables. Linear mixed-effects models were employed, and the correlation between the repeated measures for each individual was accounted for using restricted maximum likelihood regression (REML) because REML produces less biased estimates of variance parameters when using small sample sizes or unbalanced data (Egbewale et al. 2014) . Regression coefficients (Bs) and 95% confidence intervals (95% CI) were calculated for the 'group × time' interactions at post-test and at 6-month follow-up. The effect size (ES) estimates for each pairwise comparison used the dppc2 (Carlson and Schmidt 1999) , and the pooled pre-test SD was used to weight the differences in the pre-post means and to correct for the population estimate (Morris 2008) . As a rule, an effect size of 0.20 is considered small, 0.50 medium and 0.80 large.
Separate models were estimated for each of the continuous secondary outcomes using the same analytical procedure. We also compared the percentage of each attachment style (categorical variable) at any time point using the Fisher exact probability test. Furthermore, we examined whether the ABCT condition was associated with higher SCS pre-post differential scores than the control condition. At this stage, the SCS was considered a unidimensional score to keep the statistical analyses as parsimonious as possible. The conditions were compared using the t test for independent groups. We also examined whether the number of sessions completed was correlated with SCS pre-post differential scores using the Spearman R coefficient. Moreover, using the corresponding t test, we evaluated whether participants with an insecure attachment style at pre-test who moved to a secure style at follow-up recorded higher pre-post differential scores on the SCS than those who remained in any of the insecure attachment styles.
Finally, we examined whether the effect of ABCT on moving from an insecure attachment style at baseline to a secure attachment style at 6-month follow-up was mediated through changes in the SCS at post-test. For this, we explored the direct and indirect relationships among group condition, SCS change scores, and change from an insecure to secure attachment style using path analysis, where (i) the treatment condition was the independent variable, (ii) the SCS pre-post change score was the mediator and (iii) change in attachment style moving from an insecure attachment style at baseline to a secure attachment style at 6-month follow-up was the dependent variable. The abovementioned algorithm based on the RQ was used to calculate secure and insecure attachment styles (Griffin and Bartholomew 1994a) , considering change as a dichotomous variable in which 0 = 'no shift from insecure to secure attachment style' and 1 = 'shift from insecure to secure attachment style' (thus, only participants with an insecure attachment style at baseline were included in the analysis). A simple mediation analysis was conducted to test the indirect effect path between treatment condition and attachment style at follow-up through the SCS pre-post change, using maximum likelihood-based path analysis for dichotomous dependent variables, with unstandardized path estimates from logistic regression coefficients.
The regression coefficient of bootstrapped indirect effects was calculated as was its 95% confidence interval (95% CI). This procedure produces a test that can be applied to small samples to overcome possible problems of asymmetry in the distribution of the indirect effects (Lockhart et al. 2011) . Indirect effects were considered statistically significant when the 95% CI of the corresponding B parameter did not include zero.
The overall α level was set at 0.05 using two-sided tests, and Bonferroni's criterion was considered to balance between type I and type II errors. Therefore, the final critical level for the primary analyses was 0.008 due to the use of the six SCS facets as primary outcome measures. Because the secondary analyses were considered exploratory, no corrections for multiple measurements were applied (Feise 2002) . Analyses were performed using the STATA-12 and SPSS-19 statistical packages.
Results
Participants were predominantly female (n = 80; 88.9%) and had a mean age of 50.74 years (SD = 7.89) with a range of 34 to 68 years. The majority of participants were employed (n = 64; 71.1%) and in stable relationships (n = 62; 68.9%). All participants had university education and were of European ethnicity. There were no apparent differences between the ABCT and control group with respect to other sociodemographic variables (Table 1) . Baseline psychological characteristics of the sample (i.e. compassion measured with SCS, mindfulness measured with FFMQ, experiential avoidance measured with AAQ-II, and psychological distress measured with GHQ-28) were in the expected normal ranges (Table 1) . Regarding attachment styles, the self-described model was secure for 44 participants (48.9%), and the remaining participants (n = 46; 51.1%) were distributed among pre-occupied (n = 23; 25.6%), dismissive (n = 19; 21.1%) and fearful (n = 4; 4.4%), with no differences between the two treatment conditions (Fisher exact probability test p value = 0.736). Anxiety and attachment avoidance also revealed similar scores between groups (Table 1 ). All participants in the treatment group participated in at least six sessions, with a mean of 7.76 sessions (SD = 0.52), a median of 8 and a mode of 8. Specifically, two participants (4.4%) completed six sessions, seven participants (15.6%) completed seven sessions and 36 participants (80%) completed all eight sessions.
As shown in Table 2 , there were high ESs and significant differences at post-treatment and at 6-month follow-up in all subscales of the SCS, except isolation, which showed a moderate ES and a trend due to correction by multiple comparisons (post-test B = 1.05; d = − 0.49; p = 0.010; follow-up B = 0.91; d = − 0.42; p = 0.027), thus confirming the effect of the intervention on self-compassion rates.
With respect to the secondary outcomes (Table 3) , significant improvements were observed at post-treatment and at follow-up for all FFMQ measures of mindfulness, except describing (post-test B = − 0.84; d = 0.22; p = 0.409; follow-up B = − 0.56; d = 0.18; p = 0.585). There were also significant decreases on the AAQ-II and the GHQ-28 as well as decreases on the measures of anxiety and of attachment avoidance (Table 3) . While the distribution of attachment styles revealed no difference between groups at pre-test (Fisher p = 0.736), significant differences were found at post-test (Fisher p = 0.004) and at follow-up (Fisher p = 0.003), with clear increments in the secure attachment category at both time points in the ABCT group compared with the pre-treatment results (Table 4) .
The ABCT treatment condition exhibited significantly higher pre-post differential scores on the self-compassion total score than did the control group [ABCT mean = 27.52 (SD = 5.47); control mean = 1.84 (SD = 4.26); p < 0.001]. The number of sessions attended was also significantly correlated with the pre-post differential scores on the self-compassion total score (R = 0.84; p < 0.001). Moreover, when considering only participants with an insecure attachment style at pre-test (n = 44), those that moved to a secure attachment style at follow-up showed significantly higher pre-post differential scores on the self-compassion total compared to those who remained in any of the insecure attachment styles [secure attachment (n = 10) mean = 31.10 (SD = 5.24); insecure attachment (n = 34) mean = 10.62 (SD = 12.35); p < 0.001].
A mediation analysis was conducted using maximum likelihood-based path analysis for dichotomous dependent variables. It was observed that the treatment condition indirectly influenced the change in moving from an insecure attachment style at pre-test to a secure attachment style at follow-up through its effects on total self-compassion pre-post differential scores (Fig. 2) . Participants in the treatment condition exhibited higher improvements in self-compassion versus controls (a = 25.82; p < 0.001), and this improvement in self-compassion predicted the change in moving from an insecure to a secure attachment style (b = 0.21; p = 0.044). A bias-corrected bootstrap confidence interval for the indirect effect (ab = 5.35) based on 10,000 bootstrap samples was entirely above zero (95% CI = 0.23-12.25). There was no evidence that group location influenced the change in moving from an insecure attachment style to a secure attachment style independent of its effect on selfcompassion (c′ = 17.96; p = 0.999).
Discussion
Attachment-based compassion therapy (ABCT) is a recently developed model of compassion treatment that emphasizes the importance of attachment styles (Garcia-Campayo and Demarzo 2015; García-Campayo et al., 2016a, b) . Previous studies have already suggested the efficacy of this model for the treatment of fibromyalgia (Montero-Marin et al. 2018 ). The present study recruited healthy adults from the general population and evaluated the effects of ABCT on self-compassion, mindfulness, experiential avoidance, psychological distress and anxiety and avoidance related to attachment style. Findings demonstrated that compared to a waiting list control group, ABCT was effective in improving self-compassion (i.e. the main outcome of the present study) as shown by significant imporvements in the majority of the six SCS subscales, each demostrating moderate to large ESs. Furthermore, the ES of ABCT for improving self-compassion was higher than the mean reported in a previous meta-analysis on the efficacy of compassion (Galante et al. 2014) . Therefore, it appears that ABCT may be an effective intervention for increasing levels of compassion in adults of healthy clinical status. ABCT also improved other important psychological variables in this population including mindfulness (increases were observed across all subscales of the FFMQ, except describing). This is in line with outcomes from previous studies that have demonstrated that loving-kindness and compassion meditation can increase levels of mindfulness in patients with personality disorders (Feliu et al. 2017) . However, although a meta-analysis demonstrated that compassion therapy led to moderate increases in mindfulness compared to a passive control condition, findings were inconclusive when the increases in mindfulness were compared with an active control condition (Galante et al. 2014) . This was further confirmed in studies in which an intervention unrelated to mindfulness-known as the Health Enhancement Programme-increased mindfulness (when measured using the FFMQ) at the same level as Mindfulness-Based Stress Reduction (Goldberg et al. 2016 ). Thus, it cannot be ruled out that increases in mindfulness produced by ABCT in the present study reflect an unspecified effect.
ABCT decreased psychological disturbance as measured by the GHQ-28, one of the most widely used questionnaires for the screening of psychiatric problems in the general population. Compassion has been shown to be effective for the treatment of depression, anxiety and pain (Chapin et al. 2014; Galante et al. 2014) , three of the conditions assessed by three of the four GHQ-28 components. Therefore, the abovementioned reduction in psychological disturbance observed in the present study is in line with outcomes from other compassion intervention studies. Consitent with the reductions in EA also observed in the present study, some studies have demonstrated that training in loving-kindness and compassion meditation can increase acceptance (a concept closely related with EA) in patients with personality disorders (Feliu et al. 2017) . Furthermore, self-compassion training has been shown to reduce the avoidance of difficult thoughts and feelings following a stressful event (Neff and Germer 2013) . A previous Spanish general population study using the RQ found a prevalence of secure attachment that exceeded that observed in our sample (Yarnoz-Yaben and Comino 2011) . This was also the case in a study involving married (or living as a couple) persons in the USA (Mickelson et al. 1997) as well as among a sample of married couples in Germany (Banse 2004) . However, the prevalence of secure attachment in samples of divorced people in Spain (Yarnoz-Yaben 2010) was similar to that observed in the present study, although two thirds of participants in this the present study were in a stable relationship. Other studies of the general Spanish population (Yarnoz-Yaben et al. 2001 ) and of Spanish students (AlonsoArbiol 2000) have reported prevalence rates similar to those observed in the present study. Likewise, anxiety and avoidance levels related to attachment baseline levels found in the present study population were similar to the ranges reported in previous studies of the Spanish general population (YarnozYaben and Comino 2011). Analyses were conducted with completers at all assessment points. Secondary outcome analyses were exploratory, and therefore, no corrections for multiple measurements were applied (Feise 2002 ), based on a critical level of p = 0.05 d Cohen's d correcting for the dependence of repeated-measures, B regression coefficient for the group × time interaction, using mixed-effects models, 95% CI 95% confidence interval, p p value related to B a Mean (SD) To the present authors' knowledge, there are no previous studies investigating the effect of compassion therapy on attachment style, although a pilot study has been conducted that used a mindfulness intervention and found no effects on attachment style (Pepping et al. 2015) . In the present study, it was found that ABCT decreased levels of anxiety and avoidance relating to attachment at both post-test and 6-month follow-up. Moreover, secure attachment significantly increased at post-treatment and at 6-month follow-up, principally in the form of improvements in pre-occupied and dismissive attachment but with no improvements in fearful attachment. Gains in self-compassion at post-test as a result of the intervention were found to mediate the change towards moving from an insecure to a secure style at follow-up. Several studies have described the relationship between self-compassion and attachment. For example, fear of compassion is correlated with alexithymia, depression, anxiety and stress . Furthermore, self-compassion appears to play a central role in explaining the associations between attachment anxiety and body appreciation (Raque-Bogdan et al. 2016) . Accordingly, compassion has been used as a therapy in patients with insecure attachment (Krasuska et al. 2017 ).
Limitations
The main limitation of the present study is that it was not a randomized study. Consequently, it is not possible to rule out biases that would be eliminated by randomization. In addition, some of the questionnaires used in the study (e.g. the SCS), present inconsistencies in terms of factorial structure (Montero-Marin et al. 2016) . Furthermore, given that the control group were not enrolled on the Masters in Mindfulness programme and were recruited from acquaintances and family members of the ABCT group, it could be that the two groups were not matched in terms of levels of motivation, and there could also have been an element of 'cross-talk' between groups. However, losses during the treatment and follow-up were minimal and were similar between both groups, which indicate that the same participant characteristics present in the beginning of the study were present at the end. The main strengths of this study were that it was controlled, the sample was sufficiently large, there was a follow-up assessment at 6 months post-intervention, the intervention followed the manualized protocol and the evaluation of adherence to protocol was conducted by a researcher other than the therapist. Furthermore, because during the recruitment process the percentage of participants ruled out due to inclusion criteria was low, biases during selection can be considered minimal.
In summary, despite the aforementioned limitations, findings from the present study indicate that ABCT may be an effective intervention for (i) increasing self-compassion in healthy adult populations and (ii) decreasing psychological disturbance by increasing dimensions of mindfulness and diminishing EA. Furthermore, due to the structure of the intervention-which is grounded in attachment theory-ABCT appears to improve two key dimensions of attachment (i.e. anxiety and avoidance) and to modify attachment styles towards a secure model by improving self-compassion. Nevertheless, it is recommended that future RCTs are conducted to confirm these results.
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